» No sym .
Caroner cannot certify to o death due to notural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Boctor, coroner, ofc. must yse only stftqndard nomeanclarure

diseases in Part | must be casvolly related.

Y

FILED DEC 19

1958

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

42004

STATE FILE NUMBER

Registration District No. ... /.?_.d. ..... .. Primary Registration District No. 3—0__3_\3. ......... Registrar's Ne. _[..QZ_......

. PLACE OF DEATH

2.. USUAL RESIDENCE (Whers decsassd lived.

IF institytion: Residence bafore

. COUNTY a. STATE : b., COUNTY, edmi saian)
¢ T Laclede * Mo, ede
b. CITY (lf cutside corporate {imits, give TOWNSHIP only)| Inside Limits <. CITY inside Limits
OR ‘ * OR ;'51"
town _Lebanon Tesg MNed Tosn _Lebanon ns Tegl NeD
<. Eglg.é.'_‘tl:lle OF (If ROT in hospital, give location){Length o_f stoy in 1b 4 STREET (M outside, give |°¢u"°") Reside on Farm
nstitution . Wallace Hogpa. - ADORESS 257 N, Monrae YosO_ Nogd
3. MAME OF First Middle Last 4. DATE Month Day Year
DECLASED o
(Type or print) James F . . ﬁﬁﬂ? 3 EATH Dae, 12 1956
5. SEX . COLOR OR RACE 7. ; 8, 0 9. AGE (In years | IF UNDER | YEAR hiF UNDER 74 HRS.
. wARRIED D. n:v.zn M\tnn'rt'ogi | JGE Cim Yoo ""“'I o T NDER T LS
M i o wivowep [ mvercen [¥ Jan, 22 1882 74

10a. USUAL OCCUPATION {Gine kind of work done
during moat of workiag life, eoen if retired)

Resltor

10b. KIND OF BUSINESS QR INDUSTRY

11. BIRTHPLACE (City and tate or country)

Laclede Co, Mo,

(&

O 12. CITIZEN OF WHAT COUNTRY!

y-S"&

13, FATHER'S NAME

Seth Atchley

14, MOTHER'S MAIDEN NAME

(8¢

ee, Ra, or unknpwn}

Ng

15, WAS DECEASED EVER IN U.S. ARMED FORCES?
(If prs, pive war or dales of service)

16. SOCIAL SECURITY NO.

La 550

Lutritia Agee

17. tNFORMANT

b _(Grace Foper Lebanon Mo.

Address

aciads. -

MEDICAL CERTIFICATION

Conditions, if any,
which gare risg o

e caute (Oh
stating the under-
lying cause laat.

-
18. CAUSE OF DEATH [Enfer only one catse per line for (o), (b). and (0).]
PART I, DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a) _ -

[ (Z ft/“’

NTERVAL BETWEEN
ONSET AND DEATH

7

Y

DUE TO ()

\

DUE TO (¢}

592

PART Il. OTHER SIGNIFICANT CONDITIONS %:;m‘nm TO DEATH BUT NOT RELM'EE T0 YFE TERMINAL DISEASE CONDITION ?IH‘EN IN PART I{a}

5. WAS AUTOPSY <

PERFORMED?

ves ) wo i

20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enm' muure of injury in Part T or Part 3 of item 18.)
0 O O
2c. IME OF  Hour  Month, Day, Yeor .
INJURY Q. m, . . (]
p.m. -

20d. INJURY OCCURRED

20¢. PLACE OF INJURY (e.
farm, factory, sireet, office bidg., efc.)

., in or ahoul home,

20f. CITY. TOWN, OR LOCATION

COUNTY

STATE

=12 -Sand’lau saw :‘; alive on _M&_

WHILE AT NOT WHILE

WORK AT WORK

21. J attended the d d from , to ‘
Death occurred at 19‘. =0

L' gm on the date llttod above; and to the beat of my knowladge, from the causes stated.

222, SIGNATURE

‘ . {Degree or tmw

) An‘n_nEEE E /M

220, DATE SIGNED

1> -13-52

22a. Burmu. CREMATION,
Furis

23,
REM

iS pecifi}

12/14/56

DATE

23%. NAME OF CEMETERY OR CREMATORY

Lebznon

23d. LOCATION (City, town, or county)

Letanon Mo.

(State)

ADDRESS

25. DATE RECD, BY LOCAL REG.

o LeAotinirg ol /21 1 G54

26, REGISTRAR'S SIGNATURE

{Licensed Embalmer’s Stotemont on Reverse Side)

bletin L. Aloy




r

Received. /.é?“.z.?.:.cj:.é. cmme

Laclede Coun yﬂalth Unit
.0 ¥ile No. .__K ....... PR

Date Filed_. _Q_-- .. ..:Sg.é“

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
by I, OF DY oot i et aeaeeaaaaaaas , Student Embalmer No....... ;

working under my personal supervision..

Student .....oiuoeeirnii i Signed. ,)g ................ M/L" e

Signature of Student Embalmer
Licensed Embalmer No.72.2,
P, O. Address [

Note: The above MUST BE SIGNED BY THE LICéNSED EMBALMER in his OWN HANDWRITING.
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

If this body is not embalmed, fact should be so stated above. .




